
SYMPTOM REVIEW 

Cough 

Hemoptysis 
Fever / Chills 

Night Sweats 

↓ Appetite 

Weight Loss 

Fatigue/Weakness 

SIDE EFFECTS 

Nausea / vomiting 

Abdominal pain 

Jaundice skin / eyes 

Brown/dark urine 

Skin rash 

Numb hands / feet 

Joint Pain 

Fatigue/Weakness 

Bleeding/Easy Bruising 

Blood in urine 

Flu like symptoms 
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  Tuberculosis Disease Continuation Phase    
 
 
 
 
 
 
 
 
 

Continuation Phase  
 
Start Date ____/____/____ 
 
Weight _______(from last evaluation) 
 
Confirm biweekly DOT schedule: 
Mon/Thurs or Tue/Fri (circle one) 
 

• Sign out meds   ���� Yes� No� No� No� No 
 

• Give vitamin B6,     

 Instruct to take daily  ���� Yes� No� No� No� No    

    

• Give new med card  ���� Yes� No� No� No� No 
 
 

Nurses Initials: __________ 

 Monthly Evaluation 
 
 
Date: ____/____/____ 
 

Weight ______________ 

 

Y N Monthly Evaluation 
 
 
Date: ____/____/____ 
 

Weight ______________ 

 

Y N Monthly Evaluation 
 
 
Date: ____/____/____ 
 

Weight ______________ 

 

Y N Monthly Evaluation 
 
 
Date: ____/____/____ 
 

Weight ______________ 

 

Y N DISCHARGE 
 

DATE: ___/___/___ 
 
Documentation: 

1 Completion card finalized and given to client.   

1 Discharge education given per protocol 

1 Client not available to receive completion card 
 
Reason for discharge: 

1 Completed therapy 

1 Moved, case transferred 
1 Lost 

1 Uncooperative or Refused 

1 Not Active Tuberculosis 

1 Died 

1 Other 
1 Unknown 
___________________________________________________________________________________________________________________________________________________________________ 

DRUG ALLERGIES: 
 

_________________________________________
_________________________________________
_________________________________________ 

 

Transcribed by: Check for MD/Routine Order                                           
Date ordered Dose Number 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36       

 Date dose given                                           

Prescription mg/pill #                                           

                                             
                                             

                                             
                                             

                                             
                                             

                                             
                                             

                                             
                                             

                                             
                                             

                                             

                                             

 See Nurses Notes                                           

 
 
 
 
 
 
 

Last Name _________________________ First Name _________________________ DOB _____________ Age _______ Sex  Male  Female  Language _________________ Interpreter needed Yes  No   

 

Key: CXR =Chest x-ray   CBC =Complete Blood Count 
  E  =Evaluation   Sx  =Symptom Review 
  S  =Sputum    CA  =Communication alert 
  CP  =Chem Panel  V  =Video Phone 

TREATMENT CONTINUES? 
YES-continue with next flow sheet 
NO-complete discharge info below 


